
		
New Patient Information


 Name________________________________________________ Date of Birth ________/______/________  Age ____________

Address__________________________________________________________________Email________________________________

Cell Phone ________-________-_________  Home Phone ________-________-________ SSN _________-________-________

Work Phone________-________-___________  Employer__________________________________________________________

Circle:  Full Time    Part Time      Retired

In Case of Emergency Contact:___________________________________________relationship_______________________

Address______________________________________________________________Phone #_________________________________

Guarantor  (Whose name Insurance is under):  (Same as the patient)        OR  

Name_____________________________________________________  Date of Birth _________/_____________/____________

SSN ____________-___________-_____________   Cell  or Home Phone _______________________________________________

Address: ( Same as Patient)    or ______________________________________________________________________________

Employer_____________________________________________________  Work Phone____________________________________

Insurance Co.__________________________________________ ****You need to have your card with you****
If there is NO COPAY and we cannot verify your insurance you will need to pay for your visit.


There are a few policies that you must be aware of regarding making and keeping appointments.  These policies have been developed to respect the time of you, the patient, as well as the provider.  These policies are industry standard, and merely reflect appropriate behavior and etiquette on the patient’s part.  Failure to apply these policies causes either inefficiency of the office, which causes long wait times for patients, or non-productivity for the provider, which is economically not acceptable for a small practice.

1. If you call and make an appointment and do not show up for that appointment without 24 hours notice, you will be billed for the appointment.  You will be financially responsible for the bill.     Please initial that you have read and understand the policy: ____________
2. If you have a scheduled appointment, and show up 15 minutes or more after your scheduled time, you may not be able to be seen at your appointment time.  You may be asked to wait until you can be worked in, or you will be asked to come back on a different day.  Please initial that you have read and understand the policy: ______________










Name______________________________________________________________  Birthday_______________________Age______________

List your current medications you take:		List any other doctors who you see and why:

______________________________________________________     ____________________________________________________________

______________________________________________________    ____________________________________________________________

______________________________________________________    ____________________________________________________________

List any Drug Allergies:________________________________________________________________________________________

Do you smoke?     Y     N    	For how long_________________________ How many packs per day?_____________

Circle anything that you, yourself, have had in the past for more than 5 days in a row:

Headache/Migraines		Stroke			Vertigo		Trauma to the head		
Fainting			Car Accident 		Fallen and hit head	Blood Transfusion: When?_________	
Ear Pain			Loss of Hearing	Ear infections		
Eye Pain			Loss of vision		Tunnel Vision		Eye Infection		
Lazy Eye			Pink Eye		Allergies		Runny nose
Stuffy Nose			Loss of Smell		Nose Surgery		Broken Nose			
Deviated Septum		Sore Throat  / How Long________		Loss of Voice			
Lump in throat		Neck Pain		Tingling in arms	Tingling in hands	
Cough   or   Bloody Cough	Shortness of Breath	Asthma		Lung Cancer  or   TB		
Heart murmur		Anemia		Blood Transfusion	Abnormal Heart Beat
Heart Attack			High Blood Pressure	Diabetes	Arthritis
Stomach Pain			Heartburn		Anorexia			Diarrhea			
Constipation			Blood in the stool	Hemorrhoids			Gallbladder Problems		
How often do you get a period?   _____________________				Painful Periods
Heavy periods		Missed Periods	Hot Flashes			Trouble Getting Pregnant
Endometriosis		Fibroids		Leaking Urine			Painful Urination
Menopause			Depression		PMS				Pelvic Inflammatory Disease (PID)
Pain during intercourse	Gonorrhea		Chlamydia			Herpes		HIV
Have you ever used:   	The Pill		IUD        		 	Implanon or Norplant    
   
How many pregnancies have you ever had?    __________  How many full term babies?__________
How many preterm babies?___________  How many miscarriages or abortions? _________

Have you ever had an abnormal Pap Smear?   Y   N   When_________________    What was done___________________
When was your last pap smear?___________  Do you take: (circle)   Vitamins     Calcium      Iron
Pain				Insomnia
Anxiety			Bipolar Disorder	Anger issues		Weight gain   /  Loss		
Bulemia			Muscle  Pain		Back pain		Disc disease (diagnosed)
Numb Body Parts		Tremor		Sciatic Pain



Name_______________________________________________________________________  Birthday_______________________________

List Any surgeries that you have had, and when they were done. 

__________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

Do you still have a: Uterus?   Y   N   n/a         Ovaries?   Y   N    n/a        Appendix?   Y     N       Gallbladder?    Y   N

Tonsils?   Y   N      Have you had your tubes tied?   Y   N  n/a    C-Section   Y    N   n/a   Vaginal Birth   Y     N   n/a

Are you:   Single   Married   Divorced   Widowed         Last Grade/ Education level you completed:  ______________

Do you work?   Y    N     Where and what do you do there?________________________________________________________

_________________________________________________________________________________________________________________________

How much and how often do you drink alcohol?__________________________________________________________________

Do you exercise?     Y     N    How often?  ___________________________________________________________________________

Do you want to lose any weight?   Y    N

Do you take any street drugs or other people’s pain medications?   Y    N

What do you do for fun?____________________________________________________________________________________________

Has anyone ever hurt you physically or sexually?   Y   N   When was that? _____________________________________

Did you receive counseling about that?   Y   N      Would you like to?   Y    N


Check who  has a any of the following  health problems.  If unknown mark “U”  

	Disease
	Mom
	Dad
	Sibling
	Mom’sMom
	Mom’s Dad
	Dad’s Mom
	Dad’s Dad
	Other

	Heart Attack
	
	
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	
	

	 Blood Pressure
	
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	
	

	Depression
	
	
	
	
	
	
	
	

	Alcohol/Drug Prob
	
	
	
	
	
	
	
	




Other (List) _____________________________________________________________________________________________________________


CONSENT  TO TREAT/AUTHORIZATION to RELEASE INFORMATION / ASSIGNMENT OF BENEFITS

 I, _____________________________________this ______day of __________, 2011 duly consent to the following conditions below while under the care of Darien Women’s Clinic, in an effort to facilitate proper coordination of care, assessment, diagnosis, collaboration and referral for medical services.
 
CONSENT FOR MEDICAL TREATMENT 
I/we voluntarily consent to medical treatment and diagnostic procedures provided by Darien Women’s Health and associated physicians, clinicians and other personnel.  I/we consent to the testing for infectious diseases, such as, but not limited to syphilis, AIDS, hepatitis and testing for drugs if deemed advisable by the provider

Date_______________  Signature ________________________________________________
 
AUTHORIZATION FOR RELEASE OF INFORMATION 
The practice providers and  physicians are authorized to release any medical information required in the processing of applications or submission of information for financial coverage or further medical treatment.  This includes information referring to psychiatric care, sexual assault or tests for infectious diseases including AIDS/HIV and for services provided during this visit.  I/we also agree to the release of medical or other information about me to government federal or state regulatory agencies as required by law.

Date _______________  Signature _______________________________________________
 
ASSIGNMENT OF INSURANCE BENEFITS 
I/we guarantee payment of all charges made for or on account of the patient and I/we assign our rights in any insurance benefits or other funding to the providers of Darien Women’s Health..  I/we understand that I/we am/are responsible for any charges not covered by insurance or other forms of benefits.  For Medicare beneficiaries:  I/we have provided all necessary information for proper assignment of Medicare benefits. 

Date _______________  Signature _______________________________________________

 WORKER’S COMPENSATION Patient record release and authorization: Worker’s Compensation law provides that written information which pertains directly to a workers’ compensation claim must be provided by a healthcare facility/physician to the insurance carrier, the employer, the employee, their attorneys, or the applicable State Workers’ Compensation Commission . I authorize Darien Women’s Health to provide copies of my medical records or to speak to duly authorized representatives of any of the above regarding my medical records, medical treatment, or condition. 
 
Date _______________  Signature _______________________________________________


ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
I/we have received a copy of the Notice of Privacy Practices.  

_______________________   _________________________________________ 
Date and Time     			 Signature of Patient/(Relationship to Patient) 
     					 (Parent, Guardian or Legally Authorized Representative) 
 
_______________________   _________________________________________ 
Date and Time                                   Clinic Witness	


HIPAA  Statement of Information and Privacy Practices 
How We Collect Information About You: Daren Women’s Health and Darien Primary Care Inc and its employees and volunteers collect data through a variety of means including but not necessarily limited to letters, phone calls, emails, voice mails, and from the submission of applications that is either required by law, or necessary to process applications or other requests for assistance through our organization.                                                                                                                            
 	What We Do Not Do With Your Information: Information about your financial situation and medical conditions and care that you provide to us in writing, via email, on the phone (including information left on voice mails), contained in or attached to applications, or directly or indirectly given to us, is held in strictest confidence. We do not give out, exchange, barter, rent, sell, lend, or disseminate any information about applicants or clients who apply for or actually receive our services that is considered patient confidential, is restricted by law, or has been specifically restricted by a patient/client in a signed HIPAA consent form.                                                                                                          
    How We Do Use Your Information: Information is only used as is reasonably necessary to process your application or to provide you with health or counseling services which may require communication between Darien Women’s Health / Darien Primary Care Inc,  and other health care providers, including but not limited to other physicians, nurses,  medical product or service providers, pharmacies, and insurance companies. If you apply or attempt to apply to receive assistance through us and provide information with the intent or purpose of fraud or that results in either an actual crime of fraud for any reason including willful or un-willful acts of negligence whether intended or not, or in any way demonstrates or indicates attempted fraud, your non-medical information can be given to legal authorities including police, investigators, courts, and/or attorneys or other legal professionals, as well as any other information as permitted by law.                         
 Limited Right to Use Non-Identifying Personal Information From Biographies, Letters, Notes, and Other Sources: Any pictures, stories, letters, biographies, correspondence, or thank you notes sent to us become the exclusive property of Darien Women’s Health  or Darien Primary Care Inc. We reserve the right to use non-identifying information about our clients (those who receive services or goods from or through us) for fundraising and promotional purposes that are directly related to our mission. Clients will not be compensated for use of this information and no identifying information (photos, addresses, phone numbers, contact information, last names or uniquely identifiable names) will be used without client’s express advance permission. You may specifically request that NO information be used whatsoever for promotional purposes, but you must identify any requested restrictions in writing. We respect your right to privacy.  
I have received this information and have also signed an acknowledgement of having received and agreed to such policy.
		    Signature of Patient____________________________________________________________________   Date _____________________________________
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